
of the Rotterdam population. If Ct screening were adopted in
the Netherlands, schools might offer opportunities to
increase the participation rate as an alternative testing
facility for those who are hard to motivate by postal
screening. This deserves further study.
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. . . . . . . . . . . . . . COMMENTARY . . . . . . . . . . . . . .

Technical advances, now permitting use of urine and self
collected vaginal specimens, have offered multiple opportu-
nities for screening for chlamydial infection. Screening can be
invited and returned by mail using either urine or vaginal
swabs1 2 or be provided via internet contact,3 with collection
kits mailed or picked up at pharmacies or other locales.
Specimens can be obtained in a wide variety of settings
besides the clinical care environment—including at home,1 2

at community gatherings,4 5 in detention facilities,6 schools,7

and even from individuals who are accessed in street settings
by outreach workers.8 9 It seems the possibilities are limited
only by the imagination of the researcher. However, all too
often there has been little ‘‘head to head’’ comparison of such
approaches, in terms of yield or efficiency.

The study by Götz and colleagues10 helps address this need,
by evaluating operational and efficiency aspects of screening
in school, community group, and street settings. Although
the study is a pilot and rather small (n = 556), the findings
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are consistent with previous evaluations and suggest which
approaches can be expected to expand coverage most
efficiently.

Consistent with other reports, Götz et al10 found that
accessing, testing, and treating young adults via street
outreach is quite inefficient from a time and effort
perspective.8 This makes sense, given the effort required to
approach and motivate naive people individually; justifica-
tion for such an approach would seem to require more
evidence than is currently available that identifying such
infected individuals is of particular public health importance.

However, testing eligible individuals who have already
gathered together—whether in a community group or in a
school setting—seems far more promising, and Götz et al10

found that time required to access individuals for testing
was comparable in these settings. The feasibility of such
approaches has been reported previously, but an assessment
of the incremental yield for effort when compared with clinic
based screening would also be welcome. Such approaches
may reach individuals who do not access care regularly, and
seem acceptable to minority and low income populations. The
prevalence observed among those tested would be expected
to vary, depending upon the characteristics of the population
accessed.

That such approaches are feasible, and perhaps comparably
efficient, unfortunately does not provide sufficient informa-
tion needed to identify their proper role in a chlamydia
prevention programme. Although opportunistic screening of
young women for chlamydia has been a primary prevention
strategy in some countries, there is evidence that screening
coverage has not been adequate.11 12 There are questions
about the extent to which increasing chlamydia rates (or at
least their failure to continue to decline) are related to
inadequate screening coverage11 or with the use of more
sensitive diagnostic tests13; others have suggested that with
widespread chlamydia screening, duration of infection is
sufficiently shortened so as to reduce population levels of
immunity, allowing an increase in incidence and re-
infection.14 If this is true, reductions in the rate of chlamydia
may not occur without the availability of vaccines.14

Although the technical tools available for detecting and
treating chlamydia have never been more plentiful, this
abundance is accompanied by uncertainty about exactly how
to best use these tools. Hopefully, additional research will
help clarify what it takes (the availability of vaccines
notwithstanding) to sustain ongoing decreases in chlamydia
prevalence and incidence along with improvements in
reproductive health. Although mathematical modelling is
informative,15 there is need for evaluation of the relation
between prevention activities and chlamydia rates, assessing,
for example, community based data about screening coverage

among young women, percentage of exposed partners treated
appropriately, and identification and treatment of asympto-
matic infection among males. Such information may help to
define the role for targeting those high risk individuals not
accessed by opportunistic screening in clinical settings, using
approaches such as those evaluated by Götz et al.10

S M Berman, R E Johnson
Division of STD Prevention, Centers for Disease Control and Prevention,

Atlanta, GA 30333, USA; smb1@cdc.gov
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